In recent years a number of mental health surveys have indicated a high prevalence of psychiatric disorder in general populations. By 'high' we mean figures which range from 10% to over 60% (3, 6) . Since these estimates include minor as well as major types of disorder, one sees, as one might expect, that the psychoses and other severely incapacitating conditions occupy only a small part of the percentages-something between 1% and 3%. The majority of the remainder are persons considered impaired only to a mild degree. Nevertheless, inasmuch as this degree is still one which interferes to a significant extent with the expectations of everyday living, the figures attract serious attention.
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We wish to express our gratitude to Professor John S. Harding 167 integrated communities. It is also noteworthy that men and women as groups seem to have different distributions of psychiatric symptoms. In many popula-. tions women have a higher rate than men while in others this difference is erased or even reversed.
Two types of questions are generated by such findings. On the one hand are matters of service. If even the lowest estimates are correct they point to a need for extensive revision of the whole system by which psychiatric services are now delivered to the public. The implications for teaching, practice and professional organization are far-reaching.
On the other hand there are the matters of research. If the correlations represent true congeries of events, they constitute targets of considerable importance for investigation, especially with regard to unravelling etiological relationships. Involved in this are implications that call in question many of the definitions and conceptual tools with which psychiatrists commonly work.
The central question at this point, then, is the validity of the figures. All other questions depend on this one.
Background
In what follows we shall limit our attention to one particular kind of surveyhat co?ducted by the Cornell Program in SOCIal Psychiatry. Descriptions in some detail of the technique employed have already been published (4, 5) . For the purposes of this paper, therefore, it is probably sufficient to say that a representative sample is drawn from a population; these individuals are interviewed according to a questionnaire, certain additional data are gathered about them and the assembled information is examined and evaluated independently by two p.sychiatrists. In most of the Program's surveys the trained interviewers who administer the questionnaire are not themselves psychiatrists. One exception to this was the Yoruba study in which the field interviewing was done by psychiatrists (4) .
A number of investigations have been conducted regarding the reliability of the psychiatric evaluations. In these, two to four independent evaluators have been compared, and also the same evaluator has been checked against himself with regard to the same data at two different points in time. Some of this work has already been published (5a) and a considerable body is still in preparationt.
Some attention has also been given previously to the problem of validity (5b). This included the independent assessment of people in a small community on a direct face-to-face basis over a period of several years, and an assessment by a general practitioner of a larger community over a period of two years. Both studies gave support within reasonable limits to the survey findings. It was decided therefore to pursue the matter of validity by having a psychiatrist perform an independent rating based on direct examination of individuals who had already been rated by means of evaluation of the survey data.
The Evaluation Procedure
In order to make intelligible the comparison between these two independent methods (survey and clinical), it is necessary to summarize the steps involved in making an evaluation.
Let us imagine a psychiatrist sitting down in front of the assembled information on a given individual. His first step is to decide whether symptoms-that is, patterns of feeling and behaviour of psychiatric interest-are indicated by the 'data. in one or another of a predetermined set of descriptive categories. These latter are derived from the A.P.A. Manual (1) and organized into nine major and thirtynine detailed categories", The list is presented in Figure 1 and, as can be seen, the first step is basically that of making a dichotomous choice (yes or no) with regard to each of these items. The assignment of a symptom category carries no diagnostic commitment. Thus registering the presence of 'fatigue' does not include or exclude either a neurotic or an organic diagnosis.
The detailed category 'Other' found under some of the major headings of Figure 1 is for the symptom that cannot be fitted into any of the rest of the detailed categories and which yet belongs under the general heading. Thus, if a person gives evidence of symptoms which belong in the general category of the psychoneurotic type of symptoms, but which do not fit anxiety, depression, etc., they can be put under the heading of 'psychoneurosis other'. This arrangement has the advantage of making it unnecessary to force patterns into detailed categories when serious doubt exists.
Thus, if an item of behaviour that is psychiatrically pertinent fits a label, the label can be used; but if it does not, the psychiatrist-evaluator is without constraint to put it into any category more specific than 'other'.
A point of major importance to note is that the categories are not mutually exclusive. This follows from the fact that the terms as we use them are descriptive rather than diagnostic. Furthermore, it is possible for a person to have one or mor.e symptom patterns of psychiatric interest, such as anxiety or depression or headaches or gastrointestinal upsets, without being considered a psychiatric case. In sum, the first evaluative step is intended to answer the question, "What "The total number of categories has varied somewhat from time to time in the course of developing the procedure. In the second step, attention is turned to those symptom patterns which are found to be present, and each is rated on a four-point scale of impairment from minimal to severe. Impairment is considered in terms of work, including family and household obligations, and also in terms of filling community responsibilities. In general, if less than 10% of a subject's life is taken up with a given symptom pattern during the time that he has had it, we consider minimal rating to be appropriate. Interference with 10% to 30% of life activities is considered mild impairment, from 30% to 50% moderate, and anything above this, severe. By and large, the great bulk of the symptoms that get rated as impairing, fall in the mild category.
In addition to degree of impairment, each symptom is rated for time -that is, whether current or past, and the length of duration.
A final rating notes the evaluator's degree of confidence that he has been able to classify the symptom pattern accurately; he must choose here between high, medium and low confidence. 'No confidence' is, of course, equivalent to deciding that the symptom pattern is not present, the 'no' alternative in the thirtynine dichotomous choices described above.
With the symptom patterns completed the evaluator looks over all the information on the sample member and decides as to the probability that he is or is not a psychiatric case. For this there again is a choice of four possible ratings: A, B, C, and D. A indicates highest confidence by the psychiatrist-evaluator that the person is a psychiatric case of some sort, and 0 indicates about an equal amount of confidence that he is not. B means that he is probably a case, but at a lower level of confidence than A, while C is the residual category, the place for the uncertain instances.
In our earlier work this 'caseness' rating was applied in terms of the individual's whole life and was called 'total reportable prevalence', beinganapproximation of 'life-time prevalence' (5c). In recent surveys the rating has been made in three divisions: 'current only'; 'past only'; and 'current plus past'. The latter, constituting a combination of the first two, is the same as the original 'total reportable prevalence' rating.
It is to be noted that the A, B, C, D, rating is still not a diagnosis, at least not a differential diagnosis. The evaluation states what symptoms the subject has and whether or not the net effect of these is such as to lead the psychiatrist-evaluator to think him a psychiatric case within the usual clinical meaning of the term.
The final step is again an impairment rating, but this time based on all the symptom patterns considered in the aggregate. Figure 2 sums up what has been said about the evaluation process in a schematic presentation.
The boxes stand for the symptom categories, and those numbered indicate that a symptom pattern was judged to be present. The particular patterns characteristic of rhis individual are shown lin the list to the right, together with time and duration. The amount of area shaded in each box illustrates the impairment estimate for that symptom pattern. The over-all impairment and A, B, C, D, or 'caseness', rating are shown at the lower right.
We should like to emphasize that this presentation of the evaluation procedure is illustrative and schematic, intended only to set forth main points. In the actual procedure no boxes are used.
It is by now apparent that evaluation does not include diagnosis in the usual sense of the term. There are several reasons for this, one being that symptoms are much more readily and consistently identified than are diagnostic entities. It is easier to tell, for example, whether a person has depressive symptoms than whether or not he has a psychoneurotic depression, psychotic depression, or is an essentially healthy person reacting to a difficult life situation. Symptoms can, moreover, be specified in fairly clear operational terms. Thus, if an individual says that he is in low spirits most of the time and cannot eat or sleep because of this, and has difficulty making decisions, we can say with a fair degree of confidence (if we believe him at all) that he has depressive symptoms. But without a good deal more information, we would not be warranted in saying that he exhibits a depressive neurosis or psychosis.
A further reason stems from one of our research aims, namely using epidemiology to find leads to major etiological factors. Since diagnosis often embodies inferences and traditional assumptions about etiology, the use of diagnosis runs the risk of building artificial etiological correlations into the results.
The Test
As already noted, our aim was to compare the findings of a psychiatrist who interviewed respondents directly and the evaluations made of the same individuals by means of survey data. This at once raises the question as to whether we are accepting the psychiatrist's clinical appraisals as the criterion of validity. The answer for the purposes of this paper is 'yes'. For the sake of simplicity, we are assuming that we are engaged in comparing two scores and that one of them is the standard. In other words, the frame of reference is criterion-oriented or 'concurrent validity' (2) . We are asking how well a questionnaire can 'predict' a psychiatrist's rating.
The fact is, however, that the clinical type of interview and the psychiatric judgment it involves, constitute a somewhat variable and uncertain standard. This is manifest in the well-known dis- agreements that frequently occur in clinical case discussions, although these are more often about etiological factors than about whether the individual is a case or not. We therefore face a situation in which disparity between scores achieved by the two methods may be due to errors in either system or in both. Manifest, therefore, is the desirability of examining the similarities and differences in the results, with a view to improving the formulation of the underlying concept 'psychiatric disorder'. Such an approach constitutes 'construct validity' and will be the orientation of analysis to be presented in subsequent papers.
The procedure of the test was as follows: From a 1962-63 field survey of a sample of 405 adults in a rural area, a sub-sample of 123 was selected from those having or not having symptoms currently, so that about half were at the A ('ill') end of the A, B, C, D, or 'caseness', rating and most of the remainder at the D ('well') end; a number of C's were utilized because of a lack of available D's. The exact proportions will be seen in the tables given later.
The sub-sample was also selected in such a way as to secure representation of both sexes and of people from a range of different ages and socio-economic circumstances.
Five psychiatrists participated in the study and each interviewed between 14 and 32 sample members". The range in number of interviews derived from varying lengths of time in the field.
As a preliminary, a week was spent by the psychiatrists practising the use of the terms employed in the survey ratings. This was necessary, since obviously no comparisons would be possible unless the psychiatrists could express their observations and conclusions in the same terms as were employed by the evaluators of the survey data. For the sake of practice each psychiatrist conducted two interviews with persons who had been previously surveyed and evaluated, but who oSee footnote to title on page 1. were not members of the sub-sample which constituted the basis of the test.
The orientations of the psychiatrists included both a major emphasis on psychoanalysis and an eclectic point of view. One, (Prince), had had experience with the evaluation technique from work done with the Cornell-Aro Project in Nigeria, but the other four had had none. The Universities of Montreal, McGill, Harvard and Cornell were represented.
After the week of preliminary exercises, each psychiatrist was given some names and addresses and embarked upon the interviewing. He was not, of course, given information with regard to the rating obtained by means of the survey. Most of the interviews were conducted at home with varying amounts of privacy. A few were done in the interviewer's car.
The home interviewing was the psychiatrists' choice. We had available a trailer and a van which could have been furnished as offices, and arrangements were made whereby schools and community centres could have been utilized for private interviewing. The psychiatrists felt that the effort to get people to leave their houses for the interviews would have produced many refusals. They said further that although there were times when the absence of privacy in the home was an interference with securing satisfactory information, on the whole they gained more than they lost because of the opportunity to see the people in their natural settings and in interaction with other members of the household.
The interviews lasted, on the average, two hours. The psychiatrists were free in terms of the study design to go back again for as long or for as many times as they needed in order to reach conclusions. They were also encouraged to seek collateral sources of information. It turned out, however, that they rarely felt it. necessary to go beyond the first inter-VIew. Once satisfied that he had seen enough of a given sample member, each psychiatrist dictated his interview in full and filled in a rating sheet to show symptoms, time, duration, impairment and A, B, C, D classification. When this had been completed, he looked at the survey-based ratings and at the data the evaluating psychiatrist had employed in making them. Discrepancies noted were recorded on a form, together with the psychiatrist's impressions as to the reasons for them. These might appear as a change in the sample member's condition between the time of the survey and the psychiatric interview, or a difference in amount and quality of information, or a matter of clinical judgment and so on. When it seemed that a further talk with the respondent or utilizing some other source of information might throw light on a discrepancy, the psychiatrist was generally able to accomplish this. Indeed, the psychiatrists were strongly encouraged to seek another interview with the sample member at this point in order to make the life story and total clinical picture as complete as possible. In about half the cases this follow-up interview was conducted, and in some instances two and even three subsequent interviews were held with the sample member.
The final step taken by the psychiatrist was to make a second evaluation on the basis of all known data-his own and that of the survey. Here again symptoms, time, duration and impairment were recorded and rated. This rating was, of course, contaminated by knowledge of the survey information and rating, but it constituted the psychiatrist's best judgment when he had advantage of every available and relevant datum in front of him.
Results
The findings of the survey and psychiatric interview methods, compared in Tables I-IV , are based upon considering current-plus-past symptomatology (see Fig. 1 ). That is, the presence of a given symptom pattern found by each method was based upon the sample member having that symptom at the time of the respective interviews or having had it previously.
Similarly, the ratings compared in Tables II and III are based upon the inelusion of disabilities in the past as well as currently. Table I presents the comparison of symptom patterns. For the sake of brevity and clarity only the major categories are shown here. Table II shows the comparative ratings for impairment. Since it would be voluminous to give tables for every symptom pattern, the presentation here is limited to over-all impairment from all Vol. 11, No.Ẽ The reader can see that the psychiatrists tended to rate a little more impairment than did the evaluators working from the questionnaire. There were several occasions when the psychiatrists thought that if the individual they were interviewing had lived in a city he would have been hospitalized. The reason for the difference probably lies in the fact that the psychiatrists had a better opportunity to inquire about impairment than is possible with the questionnaire. In addition, it may be that rhe ways the questions appear on the questionnaire incline some people to deny impairment. The rating is, however, exceedingly difficult both for the psychiatrist in the field and for the survey evaluator, especially when it is a question of a time more than six months prior to the interview. Table III presents the A, B, C, D, or 'caseness', ratings-that is, the frequencies of individuals in the sub-sample thought to be or to have been psychiatric cases. (The three persons rated B by the survey method were in the sample because they exhibited no current symptoms at the time of the interview; that is, they were 'currently' D's. However, consideration of :their past symptoms resulted in the current-plus-past mting of B.) Table IV shows total impairment and A, B, C, D agreement-disagreement in over-all terms.
It is of interest to note that the survey and the psychiatrists agree best in the polar categories A and D. The psychiatrists tended on the whole to see more B's and fewer C's than did the survey. This may be interpreted as meaning that the face to face interview resulted in a shift of individuals from the 'doubtful' to the 'probable' category.
There is surprisingly little difference between the first psychiatric rating and the second one made with all available data on hand. What difference there is appears to be an increase in the number of A's and a decrease in C's and D's. It will be observed that no coefficients of correlation are offered in the presentation of these comparative data. This is because the product moment correlation which is generally used in making comparisons similar to ours, requires the assumption that one is working with a representative sample of a defined population. This does not apply to our sample where there was emphasis on selection at the extremes-A and D.
The analysis of the reasons for discrepancy between psychiatrists and the survey procedure in all ratings-eymptoms, impairment and 'caseness'-would carry us beyond the space limitations of the present paper, but we hope to deal with this in subsequent reports. Suffice it to say now that the three most common causes of disagreement were: 1) more information obtained in the survey; 2) more information obtained in the psychiatrist's interview; 3) the observational and interpretive inclinations of the psychiatrist-that is, 'clinical judgment'.
Discussion and Conclusion
In the present study independent ratings of the same individuals by survey technique and by a psychiatrist employing a clinical type -of interview show on the whole major agreement. One suspects that this agreement is similar to what would be attained by two psychiatrists doing independent ratings of the same individuals and employing 'standardized Total Impairment (Table II) ABCD (Table III procedures and terms for expressing their observations and judgments.
A legitimate question to ask at this point is why, if the above be true, so many of the surveys that have been conducted through the years differ greatly from each other in the figures they report for the frequency of psychiatric disorders in general populations. The question is one that is often raised by those trying to understand the meaning of these studies and to put a proper interpretation on their results. Recently, for example, the Dohrenwends have assembled tallies from some 29 studies and point out that the range in rates varies from 1% to over 60% (3) . They ask "What factors could conceivably account for variation of such magnitude?" and then they draw together a selection of the explanations and critical comments that have been made from time to time by various workers in the field. The article is exceedingly useful and significant and makes stimulating suggestions; but like a number of other commentaries, it gives scant attention to matters of first order importance in comprehending psychiatric epidemiology.
One of these is the fact that the words 'psychological disorder', 'psychiatric disorder', and 'mental illness' stand for a very general order of phenomena and hence encompass a wide range of subcategories which differ markedly from each other in many characteristics, including frequency in populations. The situation is parallel to the use of 'physical disorder' to include such contrasting subcategories as cancer and upper respiratory infection. It is obvious that a survey of cancer, a survey of upper respiratory infection and a survey that spans every kind of organic disorder would each result in markedly different tabulations. In psychiatric epidemiology some workers have been concerned primarily with psychoses and some with the psychoaeuroses. Some include mental retardation and some exclude it; some include the senile disturbances and others limit the study population to persons under sixty. In analysis and theory construction based on surveys, therefore, it is essential to understand each author's explanation of what he is counting. When this is done, the reasons for a major part of the difference between 1% and 60% become evident.
Another fact of importance is that all instances of disorder occupy a position on a continuum of seriousness-that is, of actual or threatened impairment. Each can fall anywhere between minimal and severe, which is to say that there is no clear 'natural' separation between 'wellness' and 'illness'. As a consequence, all cutting points are matters of choice and will vary according to purpose. If one is mainly concerned with estimating the number of persons in the population in need of hospitalization by reason of psychiatric disorder, the percentage will be comparatively low. If the interest is in persons who might benefit from treatment on an out-patient or private office basis, the figure will be markedly higher. It will be higher still if one is investigating etiological factors and wants to include cases that are sub-clinical and of interest because of being possibly incipient.
So far, then, we must conclude that the large percentage figures do not dissolve away, although they are divisible into categories of varying significance. We remain confronted by their implications and the need to understand them more adequately. At the same time it is pertinent to note that the generalizations that can be made from the present report are limited to the survey technique employed and to the particular kind of socio-cultural group from which the sample was drawn. It is evident that the 'test' of validation should be repeated under varying circumstances and by different investigators for all the usual reasons that point up the importance of replication. It is only after this that we shall have a general understanding of the survey's abilities and disabilities when compared to rhe direct, clinic-type of interview.
At the same time, there is need for carrying much further the analysis of the relationship existing between the survey and the psychiatric interview results. Of importance here are questions having to do with distinguishing the high from the low areas of agreement and with identifying the causes of discrepancy and their implications. It can be expected that this will lead to revisions of psychiatric definitions and concepts so as to make them closer to the phenomena occurring in nature. The present report, therefore, is preliminary and concerned only with a first broad statement of the findings.
Summary
In recent years a method of conducting mental health surveys has been developed which relies mainly on interviewing individuals according to a questionnaire. Subjects for the surveys are chosen by statistical techniques so that they will be representative of designated populations regardless of whether or not they have ever had psychiatric treatment. The questionnaires are administered by trained interviewers who as a rule are not psychiatrists; the data are later evaluated by psychiatrists who make a series of ratings on each individual in the survey. Inasmuch as surveys of this type show a very high prevalence of psychiatric disorder in many populations (from 10% to 60%), the question of validity becomes a matter of major importance.
In the present study 123 individuals were examined and rated independently by both the survey technique and by a psychiatrist employing his usual clinical approach. After the psychiatrist had made his independent rating he was allowed to see the survey data and also to re-examine the subject again if he wished. He then made a final rating constituting his best judgment based on all information available.
The degree of agreement is indicated in Tables I to IV. Table I deals with symptom patterns considered without regard to diagnostic implications. Thus, a given individual may have more than one of these symptom patterns. Table II concerns impairment by reason of psychiatric symptoms. Table III deals with a rating as to whether or not the subject is a psychiatric case: 'A' means almost certainly a psychiatric disorder of some sort; 'B' means probably; 'C' means doubtful; and 'D' means almost certainly not a psychiatric case. (Note that the group here studied was deliberately weighted with 'A' and 'D' ratings and hence is not representative of any population. ) Table IV summarizes the agreements.
While more work is needed, and studies of this kind should be repeated, the results so far show considerable agreement between the survey and clinical methods. This suggests that the large percentage figures obtained by surveys are properly matters of serious concern and that they have far-reaching implications for the teaching and practice of psychiatry. Resume Au cours des quelques dernieres annees, on a mis au point une methode d'enquete sur la sante mentale et cette methode se fonde surtout sur des entrevues de sujets au moyen d'un questionnaire. Ces sujets sont choisis au moyen de techniques statistiques afin qu'ils soient representstifs de populations designees, qu'ils aient deja recu ou non un traitement psychiatrique. Les questions sont posees par des intervieweurs exerces qui, ordinairement, ne sont pas des psychiatres; les donnees sont evaluees par la suite par des psychiatres qui attribuent une serie de cotes a chaque sujet de l'enquete. Etant donne que des enquetes de ce genre revelent une frequence tres elevee de troubles psychiatriques dans plusieurs populations (de 10 a 60 p. 100), la question de la validite revet une grande importance.
Dans la presente etude, 123 sujets ont ete examines et cotes independammenr par Ie moyen de l' enquete technique et par un psychiatre utilisant son abord clinique ordinaire. Apres que Ie psychiatre eut attribue sa cote independante, on lui a permis de voir les donnees de l'enquete et aussi de reexaminer Ie sujer, s'il Ie desirait ainsi, II attribua ensuite une cote finale qui constituait son meilleur jugement fonde sur tous les renseignements disponibles. .
Le degre de concordance figure aux Tableaux I a IV. Le Tableau I traite des modeles de symptomes consideres sans egard aux implications diagnostiques. Ainsi, un sujet peut presenter plus d'un de ces modeles de symptomes. Le Tableau II a trait a l'alteration attribuable aces symptomes, Le Tableau III montre les cotes des sujets, qu'il s'agisse ou non de cas mentaux: (A) signifie presque certainement un trouble psychiatrique quelconque; (B) signifie "probablement"; (C) signifie "douteux" et (D) signifie presque certainement l'absence de maladie mentale. (A noter que Ie groupe etudie ici a ete deliberement pondere au moyen de (A) et de (D) et qu'il ne represente donc aucune population en particulier.) Le Tableau IV resume les concordances. D'autres etudes s'imposent certes car il faut repeter ce genre d'etudes, mais les resultats obtenus jusqu'ici montrent un degre eleve de concordance entre les methodes d'enquete et les methodes cliniques. Cela laisse entendre que les pourcentages eleves obtenus au moyen des enquetes meritent qu'on s'y arrete serieusement et qu'ils presentenr des consequences d'une grande portee dans 1'enseignement et 1'exercice de la psychiatrie.
